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Fig. 14.38 Base of the brain showing subarachnoid
haemorrhage which resulted from rupture of a berry
aneurysm of the basilar artery (not shown). A
second, intact berry aneurysm (black arrow) is seen
on the anterior communicating artery. (The anterior
cerebral arteries are marked by white arrows.)

using a micro-angiographic necropsy technique
reported the occurrence of multiple (usually
15-25) aneurysms of up to 2 mm diameter,
occurring mainly on arteries of less than 250
/mi diameter. They were detected in over 50 per
cent of hypertensives over 50 years of age, and
the incidence increased with age: in normoten-
sives, the incidence was low, aneurysms being
found only in a few subjects over 65 years old.
The aneurysms were most numerous in and
around the basal ganglia, and occurred usually
at or near branchings of the striate arteries:
they were found also in the subcortical white
matter and in the mid-brain and cerebellum.

The aneurysms may be saccular or fusiform,
and the adjacent artery and wall of the sac
show hyaline thickening of the intima, some-
times with fibrinoid change: the internal elastic
lamina is usually absent from, or fragmented
in, the wall of the sac, and muscle is usually
absent. Thrombus, sometimes organised, may
fill the sac, and there is often evidence of old or

Fig. 14.39   Aneurysm of circle of Willis, almost
completely filled with thrombus, x 7-5.

recent leakage of blood into the surrounding
tissues.

Cole and Yates detected micro-aneurysms in
18 of 20 hypertensives dying from cerebral hae-
morrhage, and they provide evidence which
suggests strongly that rupture of such aneur-
ysms is the usual cause of cerebral haemorrhage
in hypertensive subjects (p. 740).

Other forms of aneurysm

Injury to the wall of an artery by a stab wound, etc.,
may result in the development of a traumatic
aneurysm. It is difficult to understand how this can
result from an injury which penetrates the whole
thickness of the wall, and it seems more likely to be
due to stretching of the fibrous scar resulting from
healing of an incomplete laceration of the vessel
wall.

Injury of an adjacent artery and vein may result in
an arterio-venous fistula: in some instances the con-
nection is by a channel with a fibrous wall, which
may dilate to form an arterio-venous aneurysm.

A cirsoid or racemose aneurysm is a form of arterio-
venous fistula which appears as a pulsatile swell-
ing consisting of tortuous and dilated arteries and